



Your Name

Corporation’s Name(if incorporated)
Address
Phone Number

 (we will not call you regarding errors if missing #)
Discipline
Specify Independent or Employee Contractor – (check your service agreement)
Employees must submit original log notes
Billed to:

ADVANCED CHILD THERAPIES LLC

Business Office

52  South Butehorn St.

Bethpage, NY 11714
TOTAL # OF PAGES: ______

FOR PROFESSIONAL SERVICES RENDERED:   MONTH / YEAR– (only 1 month per bill)
Name of Student
Early Intervention:

# of Sessions (Duration)
RATE


TOTAL

Mary Jane


6   (90
 minutes)
   
$XX.00

$XXX
Jane Doe


4   (90 minutes)

$XX.00  

$XXX










Total: 
$XXX
Preschool:


# Of Sessions (Duration)
Rate per hour
John Doe


8   (60 minutes)

$XX.00

$XXX
Peter Jones


6   (60 minutes)

$XX.00

$XXX
Jane Doe


5   (60 minutes) Group
$XX.00

$XXX
Joe Smith


5   (45 minutes) Group     
$X.00


  $XX




        



         

Total:
$XXX
Preschool Evaluations:

Mary Beth


December 5




$XXX
James Brown

December 12



$XXX






      

         Total:   $XXX
Grand Total:  $X,XXX
**PLEASE MAKE SURE YOU SEPARATE EARLY INTERVENTION STUDENTS FROM PRESCHOOL STUDENTS.

LIST ALL STUDENTS IN ALPHABETICAL ORDER.
Separate and Indicate Group Sessions.

